The basic objective of this series is to provide therapists with practical, evidence-based treatment guidance for the most common disorders seen in clinical practice -and to do so in a "reader-friendly" manner. Each book in the series is both a compact "how-to" reference on a particular disorder for use by professional clinicians in their daily work, as well as an ideal educational resource for students and for practice-oriented continuing education. The most important feature of the books is that they are practical and easy to use: All are structured similarly and all provide a compact and easy-to-follow guide to all aspects that are relevant in real-life practice. Tables, boxed clinical 
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(Advances in psychotherapy--evidence-based practice ; v. 31) Includes bibliographical references. Issued in print and electronic formats. ISBN 978-0-88937-411-9 (pbk.).--ISBN 978-1-61676-411-1 (pdf). --ISBN 978-1-61334-411-8 (html) 1. Obsessive-compulsive disorder--Treatment. 2. Evidencebased psychiatry. I. Jacoby, Ryan J., 1987-, author II. Title. III. Series: Advances in psychotherapy--evidence-based practice v. ; 31 RC533. A29 2014 616.85'227 C2014-907056-X C2014-907057-8 Preface This book describes the conceptualization, assessment, and psychological treatment of obsessive-compulsive disorder (OCD) in adults using empirically supported cognitive-behavioral (CBT) interventions. The centerpiece of this approach is exposure and response prevention (ERP), a well-studied tandem of techniques derived from learning theory accounts of OCD. Recent scientific and clinical advances, however, have led to fine-tuning ERP in ways that can improve its delivery to maximize adherence and outcome. Most notably, the fields of cognitive therapy, acceptance and commitment therapy (ACT), couple therapy, and inhibitory learning have implications for ERP for OCD that we have incorporated into this book. We assume the reader -psychologists, psychiatrists, social workers, students and trainees, and other mental health care practitioners -will have basic knowledge and training in the delivery of psychotherapeutic intervention, yet not necessarily be a specialist in OCD. This book is for clinicians wishing to learn therapeutic strategies for managing OCD effectively in day-to-day clinical practice. The book is divided into five chapters. The first describes the clinical phenomenon of OCD, differentiating it from other problems with similar characteristics and outlining scientifically based diagnostic and assessment procedures. Chapter 2 reviews leading theoretical approaches to the development and maintenance of OCD, and their treatment implications. In Chapter 3, we present a framework for conducting an initial assessment and for deciding whether a particular patient is a candidate for the treatment program (as discussed in Chapter 4). Methods for explaining the diagnosis of OCD and introducing the treatment program are incorporated. Chapter 4 presents in detailed fashion the nuts and bolts of how to conduct effective CBT for OCD. There are numerous case examples and transcripts of in-session dialogues to illustrate the treatment procedures. The chapter also reviews the scientific evidence for the efficacy of this program and discusses how to identify and surmount a number of common obstacles to successful outcomes. Finally, Chapter 5 includes a series of case examples describing the treatment of various sorts of OCD symptoms (contamination, fears of responsibility for harm, etc.). A variety of forms and patient handouts for use in treatment appear in the book's appendix.
OCD is a highly heterogeneous problem. Some patients experience fears of germs and contamination, while others have recurring unwanted anxietyevoking ideas of committing heinous acts that they are unlikely to commit (e.g., deliberately running into pedestrians while driving). It is rare to see two individuals with completely overlapping symptoms. Thus, we provide a multicomponent approach that guides the clinician in structuring treatment to meet individual patients' needs. In this book you will find practical clinical information and illustrations along with supporting didactic materials for both you and your patients. 
Terminology
Obsessive-compulsive disorder (OCD) (300.3) was previously classified as an anxiety disorder in DSM-IV. In DSM-5 (American Psychiatric Association, 2013), it is the flagship diagnosis of the obsessive-compulsive and related disorders (OCRDs), a category of conditions with putatively overlapping features (see Section 1.5).
Definition
OCD is defined in the DSM-5 by the presence of obsessions or compulsions (see Table 1 ). Obsessions are persistent intrusive thoughts, ideas, images, impulses, or doubts that are experienced as unacceptable, senseless, or bizarre and that evoke subjective distress in the form of anxiety or doubt. Although highly specific to the individual, obsessions typically concern the following themes: aggression and violence, responsibility for causing harm (e.g., by mistakes), contamination, sex, religion, the need for exactness or completeness, and serious illnesses (e.g., cancer). Most patients with OCD experience multiple types of obsessions. Examples of common and uncommon obsessions appear in Table 2 .
Compulsions are urges to perform behavioral or mental rituals to reduce the anxiety or the perceived probability of harm associated with an obsession. Compulsive rituals are deliberate, yet excessive in relation to, and not realistically connected with, the obsessional fear they are performed to neutralize. As with obsessions, rituals are highly individualized. Examples of behavioral (overt) rituals include repetitious hand washing, checking (e.g., locks, the stove), counting, and repeating routine actions (e.g., going through doorways). Examples of mental rituals include excessive prayer and repeating special phrases or numbers to oneself to neutralize obsessional fear. Table 3 presents examples of some common and uncommon compulsive rituals.
Definition of obsessions and compulsions

Table 2
Common and Uncommon Obsessions Common obsessions • The idea that one is contaminated from dirt, germs, animals, body fluids, bodily waste, or household chemicals • Doubts that one is (or may become) responsible for harm, bad luck, or other misfortunes such as fires, burglaries, awful mistakes, and injuries (e.g., car accidents) • Unacceptable sexual ideas (e.g., molestation) • Unwanted violent impulses (e.g., to attack a helpless person) • Unwanted sacrilegious thoughts (e.g., of desecrating a place of worship) • Need for order, symmetry, and completeness • Fears of certain numbers (e.g., 13, 666), colors (e.g., red), or words (e.g., murder)
Uncommon obsessions
• Fear of having an abortion without realizing it • Fear that not being able to remember events means they didn't occur • Fear that one's mind is contaminated by thoughts of unethical situations • Fear of contamination from a geographic region. 
Insight
People with OCD show a range of "insight" into the validity of their obsessions and compulsions -some acknowledge that their obsessions are unrealistic, while others are more firmly convinced (approaching delusional intensity) that the symptoms are rational. To accommodate this parameter of OCD, the DSM-5 includes specifiers to denote whether the person has (a) good or fair, (b) poor, or (c) no insight into the senselessness of their OCD symptoms. Often, the degree of insight varies within a person across time, situations, and across types of obsessions. For example, someone might have good insight into the senselessness of her violent obsessional thoughts, yet have poor insight regarding fears of contamination from chemicals.
Tics
DSM-5 also includes a specifier to distinguish between people with OCD with and without tic-like symptoms (or a history of a tic disorder). Whereas in "typical" OCD, obsessions lead to a negative emotional (affective) state such as anxiety or fear, "tic-related OCD" is characterized by a distressing sensory (somatic) state such as physical discomfort in specific body parts (e.g., face) or a diffuse psychological distress or tension (e.g., "in my head"). This sensory discomfort is relieved by motor responses (e.g., head twitching, eye blinking) that can be difficult to distinguish from tics as observed in Tourette's syndrome. Table 3 Common and Uncommon Compulsive Rituals Common rituals • Washing one's hands 40 times per day or taking multiple (lengthy) showers • Repeatedly cleaning objects or vacuuming the floor • Returning several times to check that the door is locked • Placing items in the "correct" order to achieve "balance"
Individuals vary in terms of their insight into the senselessness of their symptoms
• Retracing one's steps • Rereading or rewriting to prevent mistakes • Calling relatives or "experts" to repeatedly ask for reassurance • Thinking the word "healthy" to counteract hearing the word "cancer"
• Repeated and excessive confessing of one's "sins"
• Repeating a prayer until it is said perfectly Uncommon rituals • Having to touch (with equal force) the right side of one's body after being touched on the left side • Having to look at certain points in space in a specified way • Having to mentally rearrange letters in sentences to spell out comforting words 4
OCD From an Interpersonal Perspective
The previous description highlights the experience of OCD from an individual perspective. Yet OCD commonly has an interpersonal component that may negatively impact close relationships, such as that with a parent, sibling, spouse, or romantic partner (Abramowitz et al., 2013) . This component may be manifested in two ways. First, a partner or spouse (or other close friend or relative) might inadvertently be drawn to "help" or "accommodate" with performing compulsive rituals and avoidance behavior out of the desire to show care or concern for the sufferer (e.g., to help reduce expressions of anxiety). Second, OCD symptoms may lead to arguments and other forms of conflict within the relationships.
Symptom Accommodation
Accommodation occurs when a loved one (a) participates in the patient's rituals (e.g., answers reassurance-seeking questions, performs cleaning and checking behaviors for the patient), (b) helps with avoidance strategies (e.g., avoids places deemed "contaminated" by the patient), or (c) helps to resolve or minimize problems that have resulted from the patient's OCD symptoms (e.g., making excuses for the person's behavior, supplying money for special extra-strength soaps). Accommodation might occur at the request (or demand) of the individual with OCD, or it might be voluntary and based on the desire to show care and concern by reducing the OCD sufferer's distress. The following vignette illustrates accommodation:
Mary had obsessional thoughts of harming her grandchildren and avoided her grandchildren and other stimuli that triggered violent images (e.g., knives, hammers, TV news programs). She insisted that her husband, Norman, refrain from discussing their grandchildren, hanging pictures of them in the house, and having them visit their home. Despite his reluctance, Norman went along with these wishes so that Mary could remain calm and avoid the obsessional thoughts. Norman said that, although it was a sacrifice, accommodating Mary's OCD symptoms was one way he showed her how much he loved and cared for her.
Accommodation can be subtle or overt (and extreme) and is observed in distressed and nondistressed relationships. Even if there is no obvious distress, accommodation creates a relationship "system" that fits with the OCD symptoms to perpetuate the problem. For example, accommodation might decrease a patient's motivation to engage in treatment that would require a great deal of effort and change the status quo. It might also be the chief way in which loved ones have learned to show affection for the OCD sufferer. Not surprisingly, accommodation is related to more severe OCD symptoms and poorer long-term treatment outcome.
Relationship Conflict
Relationships in which one person has OCD are often characterized by interdependency, unassertiveness, and avoidant communication patterns that foster conflict. Typically, OCD symptoms and interpersonal distress influence each other (rather than one exclusively leading to the other). For example, a father's OCD commonly has an interpersonal component 5 contentious relationship with his adult daughter with OCD might contribute to anxiety and uncertainty that increases the daughter's obsessional doubting. Her compulsive reassurance seeking and overly cautious behavior might also lead to frequent disagreements and conflicts with her father.
Epidemiology
OCD has a 1-year prevalence of 1.2% and a lifetime prevalence of 2.3% in the adult population (this is equivalent to about 1 in 40 adults; Ruscio, Stein, Chiu, & Kessler, 2010) . The disorder affects women slightly more often than men, and the age of onset, although earlier for males, is around age 19 on average. Most individuals with OCD suffer for several years before receiving adequate diagnosis and treatment. Factors contributing to the under-recognition of OCD include the failure of patients to disclose symptoms, the failure of professionals to screen for obsessions and compulsions during mental status examinations, and difficulties with differential diagnoses (see Section 1.5).
Course and Prognosis
OCD symptoms typically develop gradually. An exception is the abrupt onset sometimes observed following pregnancy. The modal age of onset is 6-15 years in males and 20-29 years in females. Generally, OCD has a low rate of spontaneous remission. Left untreated, the disorder runs a chronic and deteriorating course, although symptoms may wax and wane in severity over time (often dependent upon levels of psychosocial stress).
Differential Diagnoses
In clinical practice, OCD can be difficult to differentiate from a number of problems with deceptively similar symptom patterns. Moreover, the terms "obsessive" and "compulsive" are often used indiscriminately to refer to phenomena that are not clinical obsessions and compulsions as defined by the DSM-5. This section highlights key differences between the symptoms of OCD and those of several other disorders.
Generalized Anxiety Disorder (GAD)
Anxious apprehension may be present in both OCD and GAD. However, whereas worries in GAD concern real-life problems (e.g., finances, relationships), obsessions in OCD contain senseless or bizarre content that is not about general life problems (e.g., fear of contracting AIDS from walking into a hospital) and often involve imagery. Moreover, the content of worries in 
Obsessive-Compulsive Personality Disorder (OCPD)
Whereas OCD and OCPD have overlapping names, there are more differences than similarities between the two conditions. OCPD is characterized by rigidity and inflexibility, meticulousness, and sometimes impulsive anger and hostility. People with OCPD often view these traits as functional and therefore consistent with their world view (i.e., they are "ego-syntonic"). On the other hand, OCD symptoms are experienced as upsetting and incongruent with the person's world view (i.e., "ego-dystonic"). Hence, OCD symptoms are resisted, whereas OCPD symptoms are not typically resisted because they do not cause personal distress (although others might become distressed over the person's behaviors).
Illness Anxiety (aka Hypochondriasis)
Persistent thoughts about illnesses and repetitive checking for reassurance can be present in both OCD and illness (or health-related) anxiety (hypochondriasis). In OCD, however, patients evidence additional obsessive themes (e.g., aggression, contamination), whereas in illness anxiety, patients are singly obsessed with their health.
Body Dysmorphic Disorder (BDD)
Both BDD (also an obsessive-compulsive related disorder) and OCD can involve intrusive, distressing thoughts concerning one's appearance. Moreover, repeated checking might be observed in both disorders. However, whereas people with OCD also have other obsessions, the focus of BDD symptoms is limited to one's appearance. In addition, the overall level of insight into the senselessness of BDD symptoms tends to be lower than for OCD.
Hoarding Disorder
Once considered a symptom of OCD, hoarding is now its own diagnostic entity (within the obsessive-compulsive related disorders) in DSM-5. The primary symptoms are excessive acquisition of large quantities of more or less useless objects (e.g., old newspapers and clothes) that cover the living areas of the home, and the inability or unwillingness to discard these objects even though they might impede activities such as cooking, cleaning, moving through the house, and sleeping. Although the collection of objects (and failure to discard them) can appear "compulsive" (and might sometimes be part of OCD-related checking rituals), hoarding behavior is typically not motivated by obsessional fear as in OCD.
Hoarding is classified as its own disorder in DSM-5 9
Yale-Brown Obsessive Compulsive Scale (Y-BOCS)
The Y-BOCS (Goodman, Price, Rasmussen, Mazure, Delgado et al., 1989; Goodman, Price, Rasmussen, Mazure, Fleischmann et al., 1989) , which includes a symptom checklist and a severity rating scale, is ideal for addressing these questions. Between 30 and 60 min might be required to administer this semi-structured interview. A full copy of the measure appears on a Wikipedia page for the Y-BOCS. The first part of the symptom checklist provides definitions and examples of obsessions and compulsions that the clinician reads to the patient. Next, the clinician reviews a comprehensive list of over 50 common obsessions and compulsions and asks the patient whether each symptom is currently present or has occurred in the past. Finally, the most prominent obsessions, compulsions, and OCD-related avoidance behaviors are listed.
One limitation of the Y-BOCS symptom checklist is that it assesses obsessions and compulsions according to form rather than function. It is therefore up to the clinician to inquire about the relationship between obsessions and compulsions (i.e., which obsessional thoughts evoke which rituals). A second limitation is that the checklist contains only one item assessing mental rituals. Thus, the clinician must probe in a less structured way for the presence of these covert symptoms. The assessment of mental rituals is discussed further in Section 4.1.1.
The Y-BOCS Severity Scale includes ten items to assess the following five parameters of obsessions (items 1-5) and compulsions (items 6-10): (a) time, (b) interference, (c) distress, (d) efforts to resist, and (e) perceived control. Each item is rated on a scale from 0 to 4, and the item scores are summed to produce a total score ranging from 0 (no symptoms) to 40 (extreme). Table 4 shows the clinical breakdown of scores on the Y-BOCS severity scale. The measure has acceptable reliability, validity, and sensitivity to change. An advantage of the Y-BOCS is that it assesses OCD symptom severity independent of symptom content. However, a drawback of this approach is that the clinician must be cautious to avoid rating the symptoms of other problems (e.g., GAD, impulse control problems) as obsessions or compulsions.
Brown Assessment of Beliefs Scale (BABS)
Since poor insight has been linked to attenuated treatment outcome, the assessment of OCD should include determination of the extent to which the patient perceives his or her obsessions and compulsions as senseless and excessive. 
32-40 Extreme
The BABS -a measure of insight in OCD
